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INTERVIEW 1 - DAVID MURRAY — UNISON EGIONAL OFFICIAL —17/02/03

ot e | David Murray you are from Unison which has a large number of members in
Altnagelvin Hospital. First of all in the case specifically of Rachel Ferguson, how
did your members react and how do they feel when they hear criticism of the
hospital on the way that it handled this case?

PN }W ell members are obviously always very concerned when something like this happens. I
mean we have got just under 800 members at the hospital working in all grades, clinical
and administrative and support services and I think they feel that the Health Service has
been under quite a lot of pressure for a long time now. With resources and staffing levels

“really cut back to the bone and when anything like this happens it’s a further blow to their
morale and it does upset them. You know I was talking to one of them, one of our
members there on Friday and what he said to me was, we always hate loosing a patient, 1t

~ ) (¢ always upsets us but its particularly upsetting when 1t is a child.

There are all sorts of allegations about and the family have their own feelings about
what happened to the child. Particularly that she wasn’t that well looked after at
Altnagelvin what does the membership feel whenever it hears those sorts of
criticism’s of the hospital, is it something that your membership can actually
identify with and can actually, are sensitive to?

ol W T think they are very sensitive to it, the people who work in the Health Service are very
" committed to the motion of the Health Service and give their best in very difficult
circumstances. Sometimes things do go wrong and that is very sad and 1f any of our
members are ever involved in anything like that, that goes wrong, I think 1t puts them
S0 WLL%“ under immense personal pressure. {

Where does your membership place a lot of the blame for the way, Altnagelvin has

had a number of problems over the years and has been the centre of controversy

over various cases over the years, Rachel Ferguson’s case is the last of a long line of

| them. Do they feel that Altnagelvin has particularly been singled out or do they feel

N that Altnagelvin has suffered badly as a result of the run-down right across the
Health Service?

4

SOUR ’3@ 11 think they just feel that Altnagelvin is similar to many other hospitals throughout
Northern Ireland, throughout the whole of the United Kingdom 1n fact. The pressures
seem to me to be qualitatively no different. It is about resourcing its about recruiting and
retaining staff and that has created a lot of problems over the years. I know that there is
massive additional investment going into the Health Service now and that 1s very
welcomed but it has to be set against a background of many many years of cuts and
running it down., }

ot | .
(O3l S Have those cuts contributed to the problems when you see the loss of a child, do you
think that the run down in costs and the run down in the Health Service is generally

is costing patients lives at hospitals, such as Altnagelvin?
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o~ @?tf?;g {W ell it would be very hard to try and establish adirectr link. But I think that where there
| is no leeway n the system and you are dealing with difficult situations, I think that when
you are sorting of running the line like that, I think it is almost inevitable that sooner or

S 035 (¢ later something will go wrong.
And do your members at Alt:nﬁagelvin feel like that?
: 6253 th yes, they feel under quite a lot of pressure.
| They feel that patient’s lives are being put at risk as a result of that?

O %{Well I wouldn’t put it, go as far as to say that they really feel that patient’s lives are put at
risk. But it is the fact that they are aware that when the pressures are on like that and

o & || thereis an element of risk does creep m. |

) | '
In terms of a wider question of accountability, I mean how does your membership

feel about Clinical Governments and how does Unison think about when it comes to
Clinical Governments whenever a case like this happens. Where the family feel as 1if
they haven’t got the answers from the system that they need in order to put their
minds at rest about what actually happened to their daughter?

K Ou?’sa\ I think it is inevitable that the Ferguson family will feel that there has been some sort of
cover up here. I think that is almost an inevitable outcome, were bodies investigate
themselves and they are not independently regulated. You know we welcome as much
independence as possible in looking at any situation like this, that way everybody knows

O (5 that what is happening is fair. |
Do you think then there should be an outside investigator who comes in, in cases like
this?

/ &
> f"‘t \

LI

O ‘;HI think it would be of great assistance for, I mean whether there has been anything
covered up in this case, this particular case or not I don’t know. But there 1s always room

X 2% for putting in that transparency of process. |

- How do you feel whenever you deal with 1t ih the trust of zﬁ‘&ltnagelviﬂ3 do you feel
‘confident of what they are doing there, do your staff members feel confident in the

way that they examine cases like this specifically?

" ~5 RS Yes, generally I think, I find that the management of the Trust quite open and
straightforward but then again I tend to be dealing with rather different situations. I mean
this involves a specific clinical case and we wouldn’t be generally involved i that unless,
well I suppose, I might be involved in the disciplinary proceedings involving one of our
members arising from a situation like this. But we wouldn’t actually be involved in the

Y b ~% investigation of it. }
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You in the past have said that really what you feel is needed is that some sort of
Health Ombudsman, somebody that people can take their case to. Explain to me a
little bit about your thinking behind the rationale behind that?

& b A l\ Well again it is to do with transparency of process and the independence. I think we have
had a number of examples were self-regulation has been shown not to work. You know
we have had the Commissioner for Parliamentary Standards, there are continual
complaints about the Press Complaints Commission and their ability to regulate the press
the press to regulate themselves through their own body calls for independence. I think
that in an age where people are much more highly accountable than they ever used to be
~= 57 . Ol in the past, transparency of process 1s and independence of process is very important.

And why would an Ombudsman, how WOUld you see an Ombudsman working here
in Northern Ireland.

~ L @:“"i Well I think that where you get a situation like this, where if there 1s evidence that

| something has been covered up then that evidence can be put to an independent person.
- Can be investigated and the complainant can receive reassurance, that either their
o s complaint 1s WE}H founded or that it isn’t well founded.

How would you describe the morale of vour membership at Altnagelvin?

o3 09 U{Z/It is pressured, I wouldn’t describe morale as particularly low, I don’t think it 1s lower
than at any other Trust, in Northern Ireland, but they are under pressure there, just as they

~ o Dy arein any other Health Trust.
And what is causing that pressure, where is the pressure coming from?

< O oh Well as I'said earlier, I think it is down to the pressures, the cutting cuts that there has
been in the Health Service, over a number of years now which are starting to be remedied
- 93 but it is taking a long time to filter through.

. You have spoken to some of ydur members about the very specific case of Rachel
Ferguson, I mean whenever you have spoken to them and this issue has r aised its
head. I mean do they feel that the hospital has dealt with this partlculal ly well?

A% g.., %S Well I think it would be hard to say that none of them has said to me, the hospital 1s

covering something up here. But there is that feeling of hurt and loss amongst the staff
<<, that this was perhaps somethmg that shouldn’t have happened.

X 0%

And why do they think it shouldn’t have happened?

By S Because you get a child going in for a routine surgery that in 999 cases out of 1000 1s

- successfully completed and has a successful outcome.
Lo W
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What are they saying went wrong here? '

~+ DAL $ \Well T understand that what I have been told is that part of the procedure wasn’t carried

Y out properly and that led to Rachel becoming dehydrated. l
y T | '

So they are saying it was a breakdown In procedures within the hospital?
3 @?\}Ug \ *{That 1s my understanding that is what I have been told. -

But yet the hospital hasn’t admitted that.

Well I realisé thz«;,t but this is what I have been told.

& G L z[lt is quite hard, can you imagine for a family having to lose a 9-year-old child going
o in for an appendix operation to feel after 18 months that it still hasn’t got the
) answers. What do you say on behalf of your own membership in order to try and
- allay their concerns that it has been covered up, what actually went wrong?

—\O B }W ell'T don’t have any evidence myself that it has been covered up, but I can understand -
> the family’s concerns and if the family still have questions that are unanswered then I

~4 ic;f ) ) think they are entitled to get answers to those questions..}

I.am just wondering is there any??????about the question about the relationship
between the doctors 2?22?2722222222?? members that they are dealing with, you
know, are there are ever sort of any questions there about responsibility for...

No not that I am aware of no.

S NED 'fThere isn’t any. Where were the tensions of the hospital actually come, or would
there be any tensions among the.... “

RS <3 [Well there will inevitably be some interpersonal tensions there but I am not, structurally
L no, other than those sorts of pressures I don’t get members coming to me and -
‘complaining about the medical staff or doctor so and so or this consultant or that

< | 1'4S  consultant, you know. |
What do you complain about?.
Pressure, pressure and stress.

And it is constantly about lack of funding or lack of resources?’

Yes, lack of resources yes.

And not really about, Is it any about the feeling about the Trust and its handling or
how it actually handles the situation up there? -
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It is in the nature of employment that you complain about how your employer is dealing
with things.

That’s 1t.

R | - J ust really about that question about the procedures and about that not being
. carried out properly you know..... |

I can’t comment on that because that would be clinical decisions that we wouldn’t be
involved in that are more to do with decisions of doctors. I think itis a question for the

- DMA. -
) If we could get them to answer it, I mean they really....
Are they taking part in this programme?
L | Well we have asked, we are hoping, we are going to London tomorrow and we are if -

no one locally is prepared to do it, we are hoping to get someone in London who will
do it. T mean what would your membership say that we should be asking the DMA?

giLE

Q< | 23\ \ Well T think they would be asking, you know, what were the decisions that were taking,
who took those decisions and if certain things that should have been done weren’t done,

% SR L‘/‘f why not-.‘l '

Do you get the feeling from having spoken to them that this is particularly, this case
"is something that is particularly sore for the membership, for your membership and

~ the staff there?
, YO\ Ithinkyes.
I suppose with a child it is always.

Yes because I think there is sort of, the possible allegation of negligence is clearly there.
So yes that would be difficult for them.

Is there anything you can tell us about it knowing that the parents have

Yet the nursing staff would probably said it has more to do with the doctor’s
decisions.
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Well without knowing exactly what did happen I don’t think I would want to comment
on that. I mean I see where you are coming from, but we have got the nursing midwifery
council code of conduct, code of practice, that says, that they are responsible, éach nurse
is individually responsible for their own standards of, you know for maintaining their

own professional standards.

sy U‘ Let me put that in a general sense about nurses being blamed. In this case the
u peine

"‘)E.

- - family h as felt that particularly that the nurses have something to answer about
‘what actually went wrong here. How do your staff feel, or how do your membership
at the hospital feel whenever they hear nurses being particularly singled out for
blame in cases like this were a child has died? | '

O \ Lﬁ"%ﬁ %Well it does upset them but I mean the nurses are governed by the nursing and midwifery
: council which has codes of conduct, codes of practice that say nurses are responsible for
their practice and for maintaining their practice at acceptable levels. So it is a question of
) in a case like this, did it happen by oversight or was there a conscious decision made to
do or not to do something. And those are the sorts of things that nurses have to be

< vy L Lk responsible for. 1|

And in the case your information is that the nurses say that there is nothing wrong
with what they did or didn’t do?

Lﬁ 1§ LL That is my information, yes.
That the questioﬁs have to be asked at a diffe_rent level?
I think that would be the situation yes.
And that level of cou;'se would be with the clinicians?

Yes it is clinical because this is to do with clinical matters, yes..

%M

INTERVIEW 2 — HENRIETTA CAMPBELL — CHIEF MEDICAL OFFICER

T 5 lDr. Henrietta Campbell what were your concerns whenever you heard of the Rachel

Ferguson case and what had actually occurred in Altnagelvin hospital?

3 Vs (ﬁ-’\ Well of course the Health Service is committed to making people better. And whenever,
" well especially when a young child dies of course everyone is deeply concerned and there
is a lot of anguish and concern about this case. And Altnagelvin immediately let me
know what had happened, so we were desperately concerned to make sure that 1f any
lessons could be learnt from this that we could put them in place and make sure that

o \u‘/))ﬁ’k nothing like that would ever happen again. \ |
7 |
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What lessons do you think have to be learnt from the case of the death' of Rachel
Fergusomn? |

SET L O (Well Northern Ireland is a very small place with a population of 1.5million people, when
" untoward and rare events happen we need to find a way of learning from.them. Now they
only happen every 5 years or every 10 years. It is very difficult for the service to learn
from that to remember what happened to have a memory about those untoward events.
- And what this has shown to us is that together with the rest of the United Kingdom we
need to take part very carefully and very clearly in the systems that are now being put in
P @Yaﬂ_g place to ensure patients safety. Northern Ireland is too small a place to learn of itself
' from these very rare events. | | |
One of the things according to the paper work that we have seen that, use the word
frustrated, the hospital administration of Altnagelvin was learning that in fact |
something similar had happened to 2 child in the Royal Victoria Hospital some
| years before. And that it hadn’t that Altnagelvin hadn’t learnt of that. Where you
" made avare of the incident at the Royal Victoria Hospital or was the Chief Medical
Officer made aware that a child had died of hyponatremia then at that time. ’

1 <™ \In the Health Service in Northern Ireland over the last 10 years; I am not aware of any
case of Hyponatremia in a normal healthy child. Of course it happens occasionally 1n
very ill patients but we have never before seen it in a normal healthy child and that 1s was
what was deeply concerning and made us realise that there was something we had to

~+ 1% 95 learn from this.}

But Altnagelvin would say that there were lessons to be learnt out of the Royal
Victoria Hospital case and that they were frustrated that they weren’t aware of
" those, they weren’t made aware of that case.

RAVILS, k ] think that the case you are referring to was a child who died about 7 years ago, but -
| | unfortunately for this case, had no direct ??7? because it was an entirely different climcal
S situation. But what we do know now is that throughout the world there have been a
“number of these cases and certainly the evidence that was brought to the inquest showed
that it can happen, it happens very rarely but it has happened before. We didn’t know
that but we have now been able to put in place measures to help prevent it happening

. 4141 again. |

So there is absolutely no direct correlation between the Royal Victoria case and the
case of Rachel Ferguson at all? |

;; A 2 iFrom what I know of the clinical details the case 7 years ago was of a child who was
already very ill and in ?9???. And I think that 1s important to reco gnise that i this case,

here we had a normal healthy child so therefore something had to be looked at, the case
needed to be reviewed and they needed to consider what measures needed to be put into

’?.; A 5 3 place in order to prevent that happening agaim. ?
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So are we saying here that really, we can’t expect a hospital, even a teaching
hospital such as Altnagelvin to be aware of something such as Hyponatremia. That
if a child goes in and it does happen in a very irregular basis and a highly irregular
basis. But we still can’t expect a hospital and the people within that hospital at
Altnagelvin to be aware of Hyponatremia and be sensitive to the problems of a child
at a post-operative situation such as Rachel Ferguson. '

LD a > \W}Jat we have recognised in the Health Service in the whole of the United Kingdom over
o recent years, is that by putting information together from every quarter of the United
Kingdom, that we can learn from the rare event, the untoward events. Look for a pattern,
see if it has happened before see if there are lessons to be learnt and then together the four
countries of the United Kingdom put 1n place measures to prevent those things happening
again. Northern Ireland as I have said is too small a place to effectively learn those
. lessons from rare events, so therefore we need to be part of a bigger picture. Joining with
~c N UB  the rest of the United Kingdom in learning those lessons together. } |

So you have no concerns, just to absolutely categorical about this, given that the
documentation that we have seen from the Altnagelvin hospital, you have absolutely
no concern that you were not aware of the case at the Royal Victoria Hospital.

Sorry you asked me two questions.

You have no concerns at all that the information concerning the case at the Royal
Victoria Hospital was not disseminated?

AL \Wjen we looked with the consultants from the Royal because we needed them in our
review of Rachel’s case, we needed their regional and specialist knowledge. When they
set down with us to look at guidelines that we could put in place to prevent this thing
happening in the future or ever again. When we looked with them from their specialist

a knowledge, they were able to bring to us lessons that they had learnt from that case, that

Sy entirely different case, that lessons which then could be read across which helped us to
(NG - " : - : : : . Ly
G822, L& put in place guidelines which we feel will more effectively prevent this happening again. |

—
'=)f

After the death of Rachel Ferguson, the hospital itself carried out an investigation
and you were involved as well at a different level. The public are maybe quite
concerned about the self-regulatory aspect of this and that the hospital investigating
itself. Should there not be in this day and age much more accountability in this and
that there should be somebody from outside covering, especially when the parents of
a child are concerned about what actually happened during the hours and days that
this child was in hospital. That they feel even at this stage they still don’t know
what actually happened in that 3 or 4-day period, I mean that must be quite

worrying for you?
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NG 65% lWe have been deeply concerned to make sure that the Health Service 1s a learning
g{ﬂ/‘ organisation. That the regulation of quality and standards is secure and effective and we
have looked at ways in which this might be better and from April of this year the new
arrangements under a document called Best Quality, Best Practice, Best Care new
arrangements are now being put in place. Firstly to set standards so that clear standards
are defined and put in place for the service and the other part of that is to make sure that
- we have systems in place which are liable standards to the 1nspector 1n order to ensure
that those standards are being met. So as of April this year we will be putting in place
measures, which will more effectively ensure that quality is at the forefront of all that we
do. Up until now those systems for standard development and quality assurance have not
been as good as they should be. We have recognised that, but as of April this year, we
are moving to a much more systematic approach to ensuring firstly that standards can be
developed and put in place but the service knows about them and on the other hand we
have an independent inspectorial system which will make sure that those standards are
o being attired to. Now we would hope that through that we can have an organisation that
i learns to gether that puts in place effective measures which make sure that quality 1s at the

+ (3 forefront and that we can improve patient safety. }

N

So tell me exactly how that would impact on the parents, another Ferguson family in
the future. How will they feel that they are getting answers to the questions much
quicker and much more clearly and much more accessible than the Ferguson family
in this case have. Tell me exactly how they in that inspectorial nature that you talk
about, how do they, how do a family actually get to the crux of what happened to
their child much quicker as a result of those.

195 ¢ \ L \We don’t need to wait for legislation for that to happen.jﬁ*’f[ think the message that has
been going over loudly and clearly to the Health Service in recent years, 1s that we must
respond to patients concerns but there should be an openness and you know, a readiness

to discuss igsues of concern. And to make sure that all those questions are indeed
‘answered. /It is important that people feel that they can trust the mechanism’s that are in

place that‘they can trust the people with whom they are dealing with. And that the Health
J' . Service they recognise as something that is doing good is making things better and 1s
% .<%  moving towards better quality everyday.

So how are they going to get that, how are they gbing to feel like that? Where 1s the
process of the mechanism that actually makes a family going to feel like that?

. *“7),(506 lThe process has to start at the local hospital, with the face to face of the patient or parents
‘ or carers with the staff who are involved and it 1s critical that that discussion, that

. - ) L openness begins right there. E

SN S7ACH

In the immediate aftermath?

-;Q%E ﬂh think that it is important that if patients have concerns that those concerns arc answered

S
S -
as soon as possible. |
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Lets just come to Hyponatremia itself are you saying that Hyponatremia is justa
freak that it doesn’t occur in 1 in 5000 it is more like 1 in a million. It is going to be
seen here very rarely and that you wouldn’t expect any surgeon or doctor coming
through the Health Care System in Northern Ireland to be actually aware of it. And
that if it did happen in a hospital tomorrow in Northern Ireland, that you wouldn’t
be sitting here the day after or a week after explaining a way why another child had
died of Hyponatremia. What is to say that another doctor or another child won’t
die, another doctor won’t spot it and another child won’t die? |

g“(‘}? s ’ Ok in looking at Rachel’s case and i looking at the literature at there was and in taking
advice from thosé who had given expert advice to the inquest, it was clear that we needed
to have guidelines in place that would help clinicians to recognise this early on.
Recognising that it was a rare event and that any surgeon, any doctor might come across

it only once or twice in their lifetime. It was mmportant o have clear guidelines 1n place,
; which would raise a level of awareness about this condition and also help clinicians to
~\ Qs C;ik deal with that, recognising that they would not have to deal with 1t often. 1

You would not expect any Clinician in Northern Ireland to be aware ot
Hyponatremia previous to this case. It is not something that is taught in medical
school, Hyponatremia is not something that comes across in medical school?

~ a0\ 1 Hyponatremia in an otherwise normal and healthy child was not something, which was

| brought for front to the knowledge or experience of clinicians within Northern Ireland.
Now you will understand that in Northern Ireland we have quite a number of acute
hospitals and therefore we have a lot of paediatric surgery being done outside the centre,
outside the regional centre in Northern Ireland. Because those surgeons will be dealing
with fewer cases each year, there might be the case in a regional centre or in some of the
larger centres in other places in the UK. They will not therefore come across these cases
very often in their lifetime. What we need is a learning organisation, a network of care,

 which reaches out throughout the service in Northern Ireland so that we can indeed learn
‘14 from those very rare and untoward incidents. g

A very senior paediatrician at the Royal Victoria Hospital told me this morning that
he wouldn’t expect a hospital such as Altnagelvin just to be waiting for information
to be disseminated but also he would be expecting it to be out there researching and
examining. And he finds it quite surprising that Altnagelvin being a teaching
hospital was not aware of Hyponatremia and as a result Is coming to this conclusion

at this point.

NGR L}f’ \ \When we looked at the protocols that were 1n place throughout all our hospitals in
Northern Ireland, it became quite clear that in order to prevent Hyponatremia ever
happening that we would have to disseminate guidelines to the service so that they new
what the early signs of Hyponatremia might be, how it might be prevented early on and
to ensure that that would prevent a case happening again. By disseminating those
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suidelines drawn up by the profession for the profession we would hope that that
'\‘c{s o' ‘%q information now in the public domain would prevent that ever happening again.
7 .
The family of Rachel Ferguson hear and understand that the guidelines that you
have been inplacing solving at the inquest. The problem for them is that they feel at
the time of Rachel’s treatment in Altnagelvin hospital was much simpler than that.
The fact that the child was vomiting and continued to vomit for 20/22 hours
following her treatment and that their concerns were not listened to there and then.
- That is their concern that the child was vomiting there was coffee grinds there was
obvious signs that the child was very unwell but yet that wasn’t, their concerns were
not listened to then. Can you understand the frustration of the family when they
hear you are now saying that Hyponatremia is one, very very rare, the child was
there and quite obviously sick and yet nothing was done then.

2 50 1 I mean for any parent and I am a mother of 3 children, I can understand how they feel.
' There is no doubt that the death of an otherwise normal and healthy child is very difficult.
How could you ever come to terms with that? And it is because of that that we need to

5 AUS L make sure that this would never happen again. %

But how can you explain to that family that there hasn’t been a cover up here, how
can you give them confidence that the medical profession hasn’t closed ranks and is
trying now simply to explain away their daughters death?

Y ’3"’2/% DU"{ In the particular case of Rachel it is not for me to do that that is a matter for Rachel’s
parents and Altnagelvin and I feel that Altnagelvin and Rachel’s parents should come
together and discuss those issues. Her parents deserve that sort of attention and I know
that Altnagelvin would be willing and would want to reach out to those parents to share
that information, so it is not for me to intervene. But as a parent I can empathise with

i w4 \ how they feel and recognise that they will want to know exactly what happened.\

And you are categoric in your statement of full confidence in the hospital with the

way they have treated Rachel Ferguson giving your access to the papers that you
¥ have been able to witness and sit and view?

¢ 2 5 \My job as Chief Medical Officer 1s to look at the issues for the population of Northern
Ireland, to make sure that we learn from untoward events, that we learn from the
unexpected death. To look at that to see what measures can be put in place, throughout
the Health Service in Northern Ireland, to see what can be done to improve care, to learn
from the past. And in developing these guidelines with the medical profession and 1n
disseminating these guidelines, that is a job for me to do. To make sure that as a region,
as a Health Service within Northern Ireland, we are improving and using everything that

H‘f{ 3% L&l we learn to make sure that the service improves. |

And are you aware of the accusations, I am sure you are aware of the accusations as
Chief Medical Officer that the medical profession is seen as something that does
tend to close ranks and in times of accusations of malpractice or carelessness within

11
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the hospital ward. Are you sensitive to those and I mean how can you instil faith in
someone especially within the Ferguson family and the wider public out there, that
that does not occur here?

% Gi0S i It is unforgivable if the medical profession close ranks it is not appropriate in today’s

world. We need to have a more open engagement with the public so that they can trust
what we are doing, doctor’s have been saying that, medical leaders have been saying that,
) Ly (i there is no room today for the closmg of ranks.

But there is nothing tomorrow for the Ferguson to actually investigate what actually
- happened There is no apparatus there is no structure there is nothing for them to
still to get the answers to the questions that they have. That is the concern and if
there was another Ferguson family tomorrow there still isn’t and there still won’t be
even after April. There still won’t be any ability for anyone to actually bring their
concerns whether it would be Health Ombudsman or whoever it is, there is still
J nothing in Northern Ireland for that to be done. And that is a concern Is it not.
{‘%ﬁyi‘ L There is a Health Ombudsman Trevor which the Altnagelvin Trust in their discussion
with the Ferguson family should make it quite clear to that family that the Ombudsman 1s
there to take on their concerns, f they feel that the hospltal has not adequately met them
There is a system in place for making sure that there 1s an independent appeal
mechanism, Tom Frowley is now the Ombudsman, he is from, he has been the Chiet
Executive of the Western Area Health and Social Services Board. I can’t see why the
Ferguson family should not know about that, if they don’t they need to be told
immediately but if they feel dissatisfied with the conduct of the inquest or dissatisfied
with how Altnagelvm handled this case that they can take that to the Ombudsman. An
independent enquirer who can take up their case and look into 1t, 1t 1S there it is free it is

; ‘%S Qﬂ open and can be comprehenswe in the way that it tackles these issues.

And do you think that is the way anyone with any concerns about treatment of a
relative or themselves should be going now?

u{‘s

43 \ It is important that frontline professionals and Health Service Staff open the discussion

with parents, with carers with patients and an early debt and engage with people who feel
that they have a oomplamt or that something has been done improperly. It is important 1n
the first instance to explore fully those mechanisms’ at local level. If you feel then that
you are still not happy or if you are dissatisfied about any aspect of that local enquiry
then you should feel free to go to the Ombudsman to have that fully investigated. \

N

\,1'7‘_3
-~
.nl"';"""-"

Finally one of the Union Representatwes in Derry has told us that he feels that he 1s
representative of something like 800 members in Derry at Altnagelvin. He feels that
the message he is getting from his members there within Altnagelvin is that while
the Health Service is continuing under this pressure and that these sorts of things
are going to happen. Does that Worry you when you hear someone saying that?
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&% T)(Hfj “Ihere is. no doubt that expectation not just from the public but also-from Health
Professionals and anyone working in the Health Service our expectations are very high.
We want to make sure that the best service can be delivered, now that comes at a cost and
it will means more resources into the Health Service to allow enough people to deliver
__quality care, enough resources there to make sure that diagnostic capabilities are there.
N 25 )% And that the Health Service is resourced in a way that meets expectations of peopie.\[

As Chief Medical Officer when you hear that a family ends up at an inquest in
which two of the surgeons who were in charge of examining and looking after their
child, don’t appear. One who was passed from giving evidence as a result of sitting
exams the other who hadn’t even contacted the hospital and the coroner had to seek
out. Is that worrying when the medical profession treats, or seen to be treating the
inquest system here with such contempt?

"RY NS \ [ don’t obviously know the background or detail to that or who didn’t turn up or why.
r But the inquest system within Northern Ireland is another way of bringing into the open
issues, which are of concern, and it is one that I feel that people should have been using

> %%: |+ properly. \

. ’]‘l

T 7L 'Well I mean the Health Service professionals should also use that as a way, not of
defending themselves but of making sure that everything that is at issue is in the public

22 S domain. \

And to do so they have to turn up?

I don’t know the detail or the inside of that Trevor that is the first I had heard that and
you know, I can look mto that for you 1f you want me to.

I would appreciate that thank you.
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